
 
 

  

RELEASE OF IMMUNIZATION RECORD  
 
You must be a parent or legal guardian for the child whose record you are requesting or of legal age for 

your own record. Please fill out the information below, sign, date, and return by mail, fax, or E‐mail.  

 

IDENTIFYING INFORMATION 

 1. Name: ____________________________________________________________________________  

Last     First     Middle  

      Date of birth: __________________________ Mother’s Maiden Name _______________________  

 

2. Name: _____________________________________________________________________________  

Last     First     Middle  

    Date of birth: __________________________ Mother’s Maiden Name _______________________  

 

3. Name: _____________________________________________________________________________  

Last     First     Middle  

    Date of birth: __________________________ Mother’s Maiden Name _______________________ 

 

 PLEASE INDICATE HOW YOU WOULD LIKE TO RECEIVE THE RECORD (PLEASE 

CHOOSE ONE):  

 

□ Fax: ______________________________________   □     Pick-up 

 

□ Mail:__________________________________________________________________________ 

Street    City    State    Zip 

 

 I, ____________________________ hereby give permission to LA-HCDHD Department of Health/CIIS 

as Parent or Legal Guardian to release a copy of the immunization records for all persons named.  

 

______________________________            _________________               _____________________  

Signature       Date    Phone Number  

 

*Please note not all immunization providers in Colorado submit information to the Colorado 

Statewide Immunization Information System (CIIS). There is a chance your child’s record may not 

be found in CIIS, or the record may have incomplete information. One copy of the immunization 

record will be supplied for each child. This requests expires one year from date of requests.  

For Office Use Only 

Date Searched/Released: ____________________ Record Released Record Not Found  

By: _____________________________________   Record found but no immunizations reported 

Verified:     Drivers License or ID Card     And/ Or             Signature  

 
 

 

Las Animas – Huerfano Counties  

District Health Department  

412 Benedicta Ave. Trinidad, CO 81082 

Phone: (719) 846-2213 Fax: (719) 846-4472 

119 E. 5
th
 Street, Walsenburg, CO 81089 

Phone: (719) 738-2650   Fax: (719) 738-2653 

http://www.google.com/imgres?q=CIIS+logo&hl=en&sa=X&qscrl=1&nord=1&rlz=1T4ADRA_enUS466US466&biw=982&bih=618&tbm=isch&prmd=imvns&tbnid=F5BBQIk8nndAmM:&imgrefurl=http://www.du.edu/duhealth/medical-services/ciis-disclaimer.html&docid=cjZMnqj9df3iqM&imgurl=http://www.cdphe.state.co.us/dc/immunization/ciis/CIIS_3D_logo_small.jpg&w=178&h=200&ei=5ho1UKmWGYioyAGr-IHoCQ&zoom=1&iact=hc&vpx=259&vpy=298&dur=30&hovh=160&hovw=142&tx=87&ty=77&sig=101570059007109077990&page=2&tbnh=136&tbnw=109&start=15&ndsp=19&ved=1t:429,r:6,s:15,i:144

